LEADERSHIP FOR DEVELOPING EMS-C                                                                 291
research in the area of EMS and EMS-C. The center should consider both short- and long-term concerns, and it should aim to improve the knowledge base regarding the effectiveness of EMS-C programs. Because costs and financing rank among the very troublesome questions for EMS and EMS-C, the center should devote considerable research resources to refining methods for estimating benefits and effectiveness and to documenting costs, so that the cost-effectiveness of EMS-C can be better understood. Other topics (such as the need for better severity-of-illness and -injury indices, and others discussed in Chapter 7) should also be targeted for early investigation. The center should be charged, however, to coordinate its research program with related efforts in other federal agencies, particularly those in DHHS and NHTSA, to reduce the risk of duplication of effort and to enhance the opportunities for leveraging scarce resource dollars across agencies and projects. The earlier research program in trauma and emergency cardiac care for adults administered by the National Center for Health Services Research (the predecessor to AHCPR) may offer some useful direction for E1VIS-C research.
Creating Incentives for State Action
Because the federal government has only limited responsibilities for the direct operation of EMS systems, its efforts to improve their services must operate through states and localities and the various health care providers who do deliver those services. States are an especially important target because of their frequent role as funders of EMS and as regulators through standards for provider training and practice, facilities, and equipment. The federal EMS-C center should, therefore, assess mechanisms that could be used to encourage state action on EMS-C.
Funding programs (such as block or formula grants) are frequently used to promote specific goals. They can achieve their desired effect by providing additional resources and by prompting states to take actions required to qualify for funding. If the legislation called for in this chapter—to establish the center and to appropriate funds—does not specify criteria, for state block or formula grants, then the center would need to develop criteria by which states would be eligible for grant or other support, and it would need to issue some form of guidance to the states.7
Those criteria would certainly need to be clear about the kinds of activities—training, supporting additional staff, purchasing new equipment, for example—that would be supported. The center might want to require the states to develop a formal plan for addressing EMS-C needs before federal funds are released, and it might also require them to submit an annual report indicating how those funds have been spent and how well the goals of the state plan have been met. Making some funding available ontudinal surveillance. Controlling the costs of data collection must be a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
